
one-half inches in width with the stump of the appen-
dix as a center, was excised. This opening was closed
by two rows of Lembert sutures of silk. A chain of
small glands beneath the cecum was then excised, and
the abdominal wound closed.
The patient made an uninterrupted recovery, and

at the present time is in excellent condition.
The pathological report by Dr. Channing C. Simmons

follows.
pathological examination.

Appendix.
—

The appendix was 6 cm. long and of
uniform diameter but firm and somewhat thickened.
The peritoneal surface was roughened, slightly injected,
and adherent to the mesentery, which extended to the
tip of the organ, by fine fibrous adhesions. On section
the walls were somewhat thickened, more so at the tip
than at the base. For 1 cm. at the base the coats were
not as clearly marked as in other parts of the organ and
the tissues were firm and of a whitish color. No tumor
or anatomical tubercle could be distinguished. In
gross the mucosa was without ulcération and appeared
normal.
Microscopic examination.

—

The specimen was hard-
ened in formalin, and the sections stained with hemo-
toxylon and eosin, and by Van Gieson's method.
Examination of a section from the base showed the

walls somewhat thickened. The longitudinal muscular
layer appeared nearly normal, the main thickening
occurring in the circular layer, which was partly re-

placed by loose fibrous tissue, and in the submucosa
which showed extensive round cell infiltration. The
mucosa was in some places normal while in others it
was partly necrotic and infiltrated with leucocytes.
A lymph follicle in some of the sections extended one
half way around the lumen. In the submucosa and
extending through both muscular layers were several
small solid masses of atypical epithelial cells. The
clumps of cells were, as a rule, far apart but in one
section several nests in the submucosa were in close
apposition. The areas were larger and more numerous
in the submucosa than in the muscular coats, and in
several places in the latter the cells were arranged in
columns as if occupying the position of a lymph space.
The cells were small, closely packed together, with
round or somewhat oval nuclei and deeply staining
protoplasm which, however, did not have sharply
marked outlines. A few mitotic figures could be
found on careful search. There was in no place any
tendency to gland formation. The growth had no
definite borders and was not associated with the mucosa,
in no place reaching the lumen of the gut but rather
occupying the deeper layer of the submucosa.
Examination of sections from other portions of the

appendix showed some small round cell infiltration of
the submucosa and considerable lymph adenoid tissue.
There was no evidence of any new growth and the
sections were not remarkable.
Cecum.

—

The specimen consisted of a disc-shaped
piece of tissue from the head of the cecum, 6 cm. in
diameter. Eccentrically placed on the peritoneal
surface was a line of silk sutures which, on being
separated, showed the stump of the appendix. Around
this the peritoneum was slightly injected and showed a
fine line of subperitoneal hemorrhage 2 em. long
running towards the edge of the specimen and probably
representing the attachment of the mesentery. On
section through the base of the appendix the walls
were slightly thickened and inflamed but there was
no evidence of any new growth. Elsewhere the gut
appeared normal.
Microscopical examination of a section through the

base of the appendix and the cecum showed the walls

somewhat edematous, infiltrated with small round cells
and containing many dilated vessels. The tie used in
securing the base of the appendix could easily be
distinguished and was infiltrated with granulation tissue
in which were large numbers of foreign body giant cells.
There was in no section any evidence of a new growth.Sections from other portions of the cecum showed
nothing remarkable.
Microscopic examination of three lymph nodes

removed from the subcecal region, showed hyper-
plastic lymphadenoid tissue.
Diagnosis.

—

Carcinoma of the appendix of rather a
scirrhus type. Chronic appendicitis.

Medical Progress.
REPORT ON MENTAL DISEASES.
BY HENRY R. STEDMAN, M.D., BROOKLINE, MASS.

HALLUCINATIONS.

According to White,1 the common feature of
the definitions of hallucinations given by Griesin-
ger, Tuke, Von Krafft-Ebing and Kellogg is the
essential part of Esquirol's distinction, viz. : that
the hallucination is centrally originated, that it
is an idea of memory image, intensified and pro-
jected outward, i. e., become a sensation. This
theory he considers is founded upon a complete
misconception of the mental state in hallucina-
tion, and of the nature of the sensation. It is
absolutely impossible for a centrally aroused
idea to be mistaken for a sensation. The most
characteristic feature of a sensory impression,
in fact the very feature which stamps it as such,
is the feeling of objectivity, of externality that
goes with it, and no centrally aroused idea can

acquire in any way this feeling. In other words,
an idea of a sound cannot by any possible increase
in intensity actually become a sound. To ac-
count for this feeling of externality and projec-
tion outward of the hallucination, and also for
certain cases where the sense organ itself appears
to be involved, an addition to the above-de-
scribed theory has been evolved, whereby it is
assumed that the sensory channel becomes the
seat of a centrifugal nerve current, originating in
the higher ideational cortical centers, and follow-
ing thence to the sensorium, and from there on
downward in many cases to the sense organ,
where the conditions present indicated a local
disturbance therein.
It is a sufficient criticism of this theory of cen-

trifugal conduction to say that it is founded upon
a purely gratuitous assumption. No adequate
proof has ever been offered that a sensory nerve
can conduct in other than a centripetal direction.
No one thus far has seemed to consider the

sense organ itself worthy of much attention. It
is true that here and there an investigator has
called attention to the condition of the sense

organ in hallucinations, particularly Schlager,
before mentioned, and Hoppe. There does not,
however, seem to be any unanimity of opinion as
to the origin of hallucinations among investi-

1 Jour. Nerv, and Ment. Dis., Nov., 1904, vol. xxxi, no. 2.

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at NYU WASHINGTON SQUARE CAMPUS on June 25, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



gators, but, on the other hand, a generally pre-
vailing tendency to accept Esquirol's distinc-
tion.
With a view of determining just what relation,

if any, exists between the state of the end organs
and the condition of hallucination the writer has
made a systematic study of these organs in hallu-
cinated patients. He favors Sidis' theory which
is based upon the assumption that perceptions
of any sort, whether of external objects or hallu-
cinations, must have a peripheral, a sensory origin
to account for the feeling of externality, object-
ively, that has been alluded to.
What happens in normal perception is that the

sensorium is excited primarily by the particular
form of sensory stimulus, brought in by the acting
sense organ, and, secondarily, by the irradia-
tion of this stimulus into adjacent sensory fields.
The percept receives its specific sensory quality

—visual, auditory
—

from the nature of the primary
focal sensory stimulus, and is made complete by
the added secondary elements. Now, all that
we have to conceive to explain the phenomena
of false perception is the shunting of the main
current of the sensory stimulus into the adjacent
sensory fields, thereby arousing the secondary
sensory elements to undue intensity, so that they
occupy the sensorium on an equal footing, or,
perhaps, to the exclusion of the primary elements.
He gives ten cases which illustrate how the

phenomena as ordinarily experienced can gradu-
ate into a true hallucination. In all of them,
lesions or other irritative conditions of an end
organ, viz.: enlarged tonsils, naso-pharyngeal
catarrh, floating bodies in the vitreous, otitis
media, etc., were discovered, showing that the
origin of the false perception was due to a path-
ological process. This much is necessary to
stamp the experiences with the feeling of sub-
jectivity

—

of having risen in the environment.
The specific elaboration of this scenery material
into perception of voices (for example) is what is
attributable to the central nervous organs.
The cases cited lead naturally to four conclu-

sions. First: Hallucinations are false percep-
tions. To have a false perception there must be
something to perceive, and that something is in
the environment and can only enter as a factor
into the mental life through the intermediation
of sensations. Ideas cannot be perceived.
Second: Hallucinations are secondary sensa-

tions either arising in the same sensory field, in
which case they might be described as illusions
in the sense of Esquirol, or arising in other sen-
sory fields, in which case their secondary charac-
ter is quite clear.
Third: The mental state in illusions and hallu-

cinations is identical.
Fourth: Given the sensory elements the false-

ness in their perceptions is due to central derange-
ment.
It is necessary, however, in order that the par-

ticular sensory stimulus receive the specific in-
terpretation that stamps it as an hallucination
that there be a certain state of "preparedness "
on the part of the mind. The mind of the patient

with tinnitus aurium who hears a voice is espec-
ially attuned to respond in that particular way.
Naturally then, the paranoiac, harassed by all
manner of suspicions, trusting no one, feeling that
all are leagued together to accomplish his ruin,
suffering from almost continuous entotic sounds,
should sooner or later begin to single out from this
constant jumble of buzzing, humming and ring-
ing, the voices of his enemies.
It is not necessary that a peripheral process

be pathological in order to account for an hallu-
cination, as witness the dream hallucination and
the hypnotic hallucination, but it is hardly
conceivable that the auditory hallucinations of
a paranoiac which are practically constantly
present, unless the patient's attention be dis-
tracted, could be produced by other than a
constant irritant, which, of course, would neces-

sarily be pathological in origin. The necessity of
a most careful and painstaking examination of
all hallucinated cases is apparent, especially when
we remember the multitudinous possibilities of
arousing secondary sensations in other sensory
fields. With all these possibilities in mind the
author would be loath to accept other than a

peripheral explanation of any hallucinated
case.
Bechterew2 has made an extensive survey of

the literature bearing on the subject of hallucina-
tory insanity following affections of the ear, as
well as a careful clinical study of patients in whom
affections of one or other of the senses appear to
have been the starting-point of insanity. This
is especially the case with diseases of the ear.

Subjective sounds pass into definite illusions end-
ing in insanity with hallucinations and delusions.
In these cases, it is assumed that there was a pre-
disposition to mental derangement. In the
beginning the patient interprets the sounds into
voices, which are generally unpleasant. They
reproach, insult or threaten him. He is terrified
or excited. Then begins a struggle between the
sane understanding and the suggestive illusions.
Sometimes one or more of the senses are involved ;
sometimes the sounds or voices are confined to
one ear. If the voices or spectra overpower his
reasoning faculties, he begins to answer the ap-
pearances or act as if they were real. Then there
will be times in which he doubts the reality of
these illusions. If his mental powers are unstable
he ends by assuming that they come from some-
thing without, acts upon this belief and allows
his fancy to construct a whole set of hallucina-
tions and delusions. Insanity of this kind is
sometimes obstinate. The intensity and the
renewal of the delusions is favored by each exacer-
bation of the disease of the sensory organ affected.
Indulgence in drink may increase the liveliness
of the sensory illusions. The patient's recovery
is often dependent upon the cessation of the
original irritation. Enduring insanity may be
due to a chronic affection of the middle ear, which
might escape attention if inquiry were not directed
toward the state of that organ. He reports four
striking cases.

2 Monats, f. Psychiat. U. Neurol., Sept., 1903.
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KATATONIC DEMENTIA.

Mouratoff3 discusses the question whether
katatony is a morbid entity, or whether it is a
clinical symptomo-complex, which enters into
the most varied psychic troubles. In estimating
the general results of different authors and of his
own personal observations, he is led to believe
that there exists in the course of katatony a cer-
tain definite variation of symptoms, with con-

stancy of one cardinal symptom and with a
constant terminal issue. It is another question
whether we may regard katatony as an independ-
ent nosologie group, or as a clinic form, which
enters into another more vast group of maladies.
As yet we are unable to give a definite response
to this question. We must say that we ought to
act with prudence in laying down in psychiatry
new independent nosologie groups, seeing the
variance of commentaries upon clinic data, and
seeing the indétermination of the nosology and
etiology of psychic maladies. Outside of a quite
moderate number of toxic forms, parainfectious
and degenerative, we, in other cases, recognize
only clinical complexes, determined and with
determined course. In this point of view kata-
tony is a morbid entity. The beginning, so to
speak, of the nosological determination of kata-
tony has already been given by Kahlbaum him-
self, who associates it with " hebephrenia," that
is to say, with degenerative psychoses in adoles-
cents, passing into dementia. Later, Kraepelin
and Schule associate, in a manner still more de-
cided, katatony with the group of psychic degen-
eracies. In fine, it is very probable that this
lesion, in its turn, basing itself upon its clinic
type, may enter into a vast group of psychic
degeneracies and present among them a morbid
form, the clinical limits of which, recognized for
the first time by Kahlbaum, ought to be sub-
mitted to a study and a development more
detailed.
Bruce4 considers that, 1. Katatonia is an acute

toxic disease with a definite onset and course, in
which the symptoms vary according to the resist-
ive power of the patient, but in which the following
diagnostic symptoms are never absent: A pro-
dromal period of gradual onset, which leads into
the period of acute onset, with aural hallucina-
tions, mental confusion, paroxysms of excite-
ment, impulsive actions, katatonic spasm of the
muscles, a hyperleucocytosis which at the termi-
nation of the acute stage indicates a virulent
toxemia. In the second stage a condition of
stupor with muscular resistiveness to passive
movement.
2. That even at the onset of the disease there

is in about 70% of the cases an agglutinin in
the blood-serum which appears to be a specific
agglutinin to a short streptococcus which was
isolated from the blood of an acute case of
katatonia.
3. That by infecting rabbits through the ali-

mentary tract or blood-stream with this strepto-

coccus a condition of malaise with irregular tem-
perature, increased skin reflexes and mental
hebetude is induced. This disease tends to ter-
minate naturally in healthy rabbits in about six
weeks, and a condition of immunity is established
to this organism.
4. The treatment by an antiserum obtained

from a goat has given no beneficial results.
5. The active immunization of patients

in the stuporose state produced no curative
effect.
6. The active immunization in the acute onset

of the disease, tried so far in one case only, pro-
duced undoubted benefit, but how this beneficial
effect is brought about cannot be explained by
any theory at present held with regard to the
production of immunity.

PROGNOSIS OF GENERAL PARESIS.

Gaupp r> discusses the question as to whether
the prognosis in dementia paralytics is always
unfavorable. It is first necessary to determine
whether complete and permanent remissions ever
occur. Mendel is quoted to the effect that 80%
of his cases died before the end of the fourth year,
66% of the remaining during the second, and 50%
of the total number succumbed during paretic
seizures, while the statistics of Linstow and Van
Husen indicated that from 70% to 75% of their
patients afflicted with this malady did not live
three years. In 175 cases at the Heidelberg
clinic, 67 represented the chronic dementing form,
and the average duration of life of this type was
two and a half years, while 65 were examples of
the expansive or classical type of the disease.
Among the former, 15% had not died at the end
of six years, and 7% öf the second group lived
more than five years. The writer is exceedingly
skeptical about the existence of cases of true
paresis which are reported to have lived fifteen or
twenty years. After referring to the compara-
tively long duration of the disease where syphili-
tic infection is marked as compared with the cases
in which it is not, he discusses the affirmation of
Mendel to the effect that the character of the
disease is changing; an opinion that Gaupp affirms
cannot in the light of present facts be sub-
stantiated. He also quotes to the same effect,
from the work of Fürstner, Angiolella and Van
Husen. The remissions occurring in the hypo-
chrondriacal depressed forms are less frequent
than those in the classical type. The gravity of
the prognosis as regards an early termination of
the disease is distinctly worse when the speech
disturbances of specific paretic symptoms become
marked. The juvenile and senile forms are said
to be irregular and of longer duration than the
other types of the disease. Charcot is quoted to
the effect that tabetic symptoms may complicate
those of paresis in one of three ways. That most
commonly reported is that the lesions in the poste-
rior columns and cortex begin about the same
time. The cases of tabo-paresis in which the
cord lesion develops at a much earlier period than3 Arch, de Neur., vol. xvii, 1904, no. 97. Jan. Journ. Nerv, and

Ment. Dis., 1904, vol. xxxi, no. 11.' Journ. ofMent. Se, vol. xlix, no. 207, 1903.
5 Deut. med. Wochn., 1904, nos. 4 and 5. Jour. Nerv, and Med.

Dis., 1904, vol. xxxi, no. 9.
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do those in the cortex are shown to present con-
siderable clinical variations such as well-pre-
served memory and attention with less general
disturbances in intellect as compared with the
other types of the disease. The contention made
by Wernicke and others that syphilis is always
the cause of general paresis is disputed, as well as
the reports of cures by Schule, Schafer, Svetlin,
Tuczek, Holban and others. He thinks that it
is not improbable that many of the so-called
recoveries are cases of manic-depressive insanity,
alcoholism, katatonia, or hysterical degeneracy
and not true paresis. One of the most interesting
points discussed in the paper is whether during
the remissions there may be a complete disappear-
ance of physical and mental symptoms. It is
probable that the majority of observers have been
too dogmatic in declaring that the physical symp-
toms, such as diminished light reflexes, absence
of knee jerk and marked speech disturbance,
never completely disappear. Not only do these
symptoms occasionally subside, but even well-
marked mental aberration may show remarkable
remissions or even completely pass away. The
point is emphasized that if such remissions do
occur it does not follow that there has been a

synchronous disappearance of the changes in the
central nervous system. The case reported by
Alzheimer is referred to, in which there was a

complete remission of all symptoms, but when
the patient died of an intercurrent trouble, dis-
tinctive lesions of paresis were found to be present
in the central nervous system. A disappearance
of all the somatic symptoms without a marked
improvement in the mental never occurs, and in
this feature the malady differs essentially from
cases of alcoholic dementia. Not more than 10%
of all the cases have true remissions and only 1%
an intermission. The length of these reported
improvements varies between a few weeks and
several years. The remissions are much more
apt to occur in the cases where the onset is acute
provided the patient lives through this period,
than in the cases where the disease in the initial
period presents a more chronic and insidious
form. The most frequent remissions are found
in the acute, expansive, circulary and katatonic
forms; less commonly in the depressed and chronic
dementing type. The fact that certain cases
show an improvement in the symptoms after
an acute febrile process due to infection, gan-
grene of the lung, small pox, scarlet fever, etc.,
is referred to, but attention is also called to
the important fact that a great number of pare-
tics suffer from infections, such as cystitis, pneu-
monia, without showing any improvement in
their condition. In conclusion, he affirms that
the so-called cases of paresis which are apparently
stationary for years are not examples of this
disease, but are to be grouped as instances of
diffuse cerebral syphilis, alcoholic dementia,
traumatic dementia, arterio-sclerotic disease,
dementia precox. Dementia paralytica is a pro-
gressive disease. The large group of so-called
atypical or pseudo-paretics needs to be more care-
fully investigated.

MANIC-DEPRESSIVE INSANITY.

By manic-depressive insanity Thompson6
understands any case of functional psychosis
where depression and exaltation are confused in
an attack of a certain duration, which repeats
itself several times during the life of the patient.
Between the attacks there is a period during which
the symptoms disappear more or less completely.
Kraepelin, while recognizing a simple melancholia
at the age of involution, regards both mania and
melancholia occurring in young persons as epi-
sodic only, and a phase of manic-depressive insan-
ity. With regard to mania the author agrees
with him, but does not doubt the existence of a
simple periodic melancholia (though rare) and
gives the history of a case to prove it. Does a
case showing a phase of excitement followed by
one of depression, or vice versa, belong always
to manic-depressive insanity, or may such a mani-
festation occur only once in a patient's lifetime
and merit the name of idiopathic double form
insanity? Krsepelin thinks it always a phase of
manic-depressive insanity, though the interval
between attacks may extend over a number of
years. The author disagrees with this conclusion,
and gives sketches of two cases, one of which has
remained well for four, the other for nine, years
after a single attack. To the question if it is
possible to differentiate a case of manic-depres-
sive insanity from dementia precox during the
first attack, he replies, Not always. To assist in
such differentiation he gives the characteristics
of the stupor of manic-depressive insanity on the
one hand, and of katatonia on the other. He
states that in the first, conception, course of
thought and orientation are affected, while in
katatonia, the moral reaction, facility of acting
and coherence of phrases are disordered.

SOCIAL CAUSES OF ALCOHOLISM.

Sullivan's7 investigation on alcoholism leads
him to the following conclusions:

1. In considering the social causes of intemper-
ance, which are by far the most important, it is
necessary to distinguish two opposed types of
drinking, viz.: the drinking that goes with condi-
tions of relative luxury, and finds its most fre-
quent expression in ordinary convivial drinking,
and the drinking that goes with conditions of rela-
tive misery, of which bad industrial circumstances
are the most considerable factor.
2. Convivial drinking may and often does lead

to drunkenness, but, at least in its pure form, does
not tend very much to chronic alcoholism. In-
dustrial drinking on the other hand, while leading
also, though less immediately, to drunkenness,
tends rapidly and fatally to chronic intoxica-
tion.
3. From a statistical point of view, therefore,

while chronic alcoholism always implies the exist-
ence of drunkenness, drunkenness by no means

implies the existence of chronic alcoholism. In
England this divergence between the two phe-
' Jour, de Neur., vol. ix, 1904, no. 2. Jour. Nerv, and Ment. Dis.,

1904, vol. xxxi, no. 11.
7 Jour, of Ment. Se, vol. 1, no. 210, 1904.
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nomena is best seen in the prosperous mining
districts, which by reason of their prosperity are
at once more drunken, but less alcoholic, than
any other part of the country.
4. The graver social evils that are in any im-

portant degree caused by alcohol are related to the
chronic intoxication, and are, therefore, mainly
due to industrial drinking.
5. While educational, religious, and similar

influences can control the excesses of convivial
drinking, they have but little action on industrial
alcoholism, which can only be checked by raising
the standard of living, and, in a minor degree, bysuch methods as restricting the facilities for
obtaining alcohol during work hours, providing
hygienic substitutes, and so forth.

CRIMINAL TYPES.

Speranza 8 in this paper endeavors to apply
Sergi's theory of the survival of the weakest to
the born criminal, and to explain thereby the
persistence of the criminal type. He sets out
with the fact of common observation that the
physically weak often outlive the physically
strong, for "while the latter struggle, the former
submit." From his very conception the individ-
ual is at war with numberless forces that tend to
destroy him. Complete adaptation to the envi-
ronments means health. But there is also an im-
perfect adaptation which gives us a surviving
weakling, such as the neurasthenic. " It is not
only those that offer the greatest resistance to the
change of environment that survive, but also
some few of those who offer the least resistance."
Passing from physical to moral and social phe-
nomena, the same rule applies. The parasite
and criminal degenerate are not the fittest, yet
they survive. They survive not by reason of
their strength, but because they submit to what
are to them abnormal conditions. It is because
of such imperfect adaptation that the criminal is
apt to break the rules of the body social. Hered-
ity alone cannot explain the vitality of the so-

cially unfittest. The impulse of nature would,
if anything, tend toward health. And the pro-
creation of degenerate children defeats itself.
How, then, do we account for the persistence of
the criminal type? Social conditions will not
explain it, as improvement in such social condi-
tions does not seem to decrease but only to modify.
The author finds the cause in the adherence to
unscientific penologic principles, and to mistaken
altruism. He insists on the necessity of a more
scientific classification between merely bad or
mistaken men and criminal men. The test of
the latter is the "lack of response to reformative
influences," and it matters little whether the
offence is great or small, its reputation is the test
of criminality. Criminals of this class are com-
paratively few; the largest number of those
classed as criminals are not such. The true
altruism is to help the latter; the wrong altruism
is to help the former as part of the same large
deserving class.

HEREDITY IN NEUROPATHOLOGY.
Under this head Strohmayer9 considers the

difficulties of the study of heredity, and warns
against falling into the post hoc propter hoc argu-
ment. He concludes that what is needed is:
1. Psychiatric study of the ancestral tree, whichtakes into consideration the mental condition of
all the direct ascendants through a number of
generations. 2. Only a small, little-fluctuating
community seems suited to this method of re-
search. 3. As sources of information the admis-
sion books of the asylum, the church register, the
directory, and last but not least, the case book of
the family physician, should all be utilized.
THE CONSIDERATION OF THE EPILEPTIC BY THE

COURTS.

On this question Chapin 10 is of opinion that as
a general rule most epileptics show some mental
failure, such as loss of memory, irritability, a

tendency to become suspicious, ugly, revengeful,
are easily aroused to passionate outbreaks, and
are emotional, and often the moral and religious
sides are intensified, as the disease and age ad-
vance.
2. That these changes become more marked

during the interval between convulsions as those
intervals diminish.
3. That in every medico-legal inquiry in any

alleged or suspected case of epilepsy it is essen-
tial to establish the existence of a paroxysm, or
paroxysms, beyond a reasonable doubt by actual
observation, and not by hypothesis alone.
4. That in a trial of a criminal where epilepsy is

interposed as a defense, if mental or moral degen-eration has actually taken place, and when the
occurrence of epileptic convulsions has been
shown to exist, the defendant is then entitled to
acquittal and disposed of as provided in such cases.
5. If a person has committed a criminal act and

has had epileptiform seizures in infancy; or at
some period has had an epileptic convulsion and
the criminal act was not committed near to or

succeeding a seizure and no mental failure can be
shown, then the most the defendant can expect
is conviction with a recommendation to mercy,
if the charge is proven.
6. That the convulsion is not the actual disease

but is an outward manifestation of a complex
physical and psychical state due to some disease,
vicious habits, traumatism, or the result of degen-
eration following an unfortunate inheritance, and
when it has been once established and recurs, even
at prolonged intervals, it is the rule of experience
that mental and moral degeneracy occurs and
progresses gradually.

EXHIBITIONISTS BEFORE THE LAW.

Burgl u as advisor to the court has had occasion
within four years to examine twenty-five persons
accused of exposing their genital organs in public.
He thinks that in the great majority of cases this

8 Am. Law Reg., March, 1904. Jour. Nerv, and Ment. Dis., 1904,
vol. xxxi, no. 11.

9 All. Zeit, für Psych., vol. lxi, 1904, no. 3. Jour. Nerv, and Ment.
Dis.. 1904, vol. xxxi, no. 11.
i° Alb. Med. Ann., Feb., 1904.
11 All. Zeuit. für Psych., lx, 1903, 1 and 2. Jour. Nerv, and Ment.

Dis. 1903, vol. xxx, no. 7.
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act is a manifestation of mental disorder. Each
case should be considered under the following
heads : (1) It may be the result of mental weakness.
(2) Uncontrollable impulse. (3) An imperative
conception, " Zwangshandlung." (4) An acci-
dental occurrence. (5) Carelessness, or (6) The
voluntary act of a mentally normal individual.
Under (1) he includes both congenital and

acquired mental weakness. In these cases the
act may be due to lack of ethical feeling, and of
inhibitory contra-conceptions. It is observed
in imbeciles of various grades, in paralytic and
senile dementia, in epileptic delirium, after
trauma, and in the pathological reaction to alco-
hol common in epileptics and neurotic subjects.
(2) The cases due to uncontrollable impulse

may result from sudden vivid hallucinations or

delusions, and sometimes coming on from time to
time appear to be a manifestation of periodical
insanity ("periodical sexual psychopathy").
(3) The cases in which the act is the result of im-

perative conceptions, he separates from those due
to impulse. The presence of an imperative concep-
tion alone does not necessarily make the patient
legally irresponsible, but it may be accompanied
by an effort of such intensity as to cause an obnu-
bilation of consciousness, in which case self-con-
trol is lost and mental irresponsibility may ensue.
(4) Exhibition may occur accidentally through

forgetfulness about adjusting their clothing upon
the part of weak-minded or mentally confused
individuals.
(5) Especially in old and feeble-minded persons

there may be such carelessness as urinating or

adjusting a truss in the street.
(6) Lastly, exhibition may be deliberately prac-

tised, generally under great sexual excitement, by
mentally normal individuals, usually upon meet-
ing one of the opposite sex in a lonely place. In
each case an inquiry into all the circumstances
of the case attending the misdeed should be made,
and if possible the statement of the patient in his
own language should be secured. By so doing the
physician will often be able to detect gaps in the
memory which indicate the presence at the time
of some disturbance of consciousness (epilepsy?).
Each case should be judged upon its merits.

A history of repeated exhibitions, especially in a

very public place before numerous witnesses,
points almost unerringly to mental aberration.

Reports of Societies.
BOSTON SOCIETY FOR MEDICAL

IMPROVEMENT.
Meeting of April 11, 1904.

Dr. E. H. Bradford read a paper on
METATARSO-TARSAL VALGUS, OR HUMPED FOOT, IN

ITS RELATION TO BOOTS.*
DISCUSSION.

Dr. R. W. Lovett: Dr. Bradford has gone into the
subject so thoroughly, that it remains only to call atten-
tion to perhaps one or two matters of individual ex-

perience. Of course, we all labor under the same
difficulties in providing people with proper shoes. If
a cast is made of the foot and a last made from the cast
and shoes made from it, it is a very expensive proce-
dure. The other way is to do the best we can in fitting
the people with ready made or so-called custom made
shoes. I have had some experience during the last few
years in trying to provide proper shoes for the nurses
of one of our large hospitals, and' during that time I
have seen six hundred nurses, and tried to provide them
with better shoes than they would probably have had
without supervision. My experience has not been
wholly satisfactory, as I have not been able to provide
them with a proper shoe. I think the shoes worn are
better on the average than they were eight or nine years
ago, but they arc not what we want yet. It seems to
mo that the problem is not only to give a good shape,
but a shoe that will give proper support to the muscles.
Of course we know that wearing slippers continually is
likely to cause trouble. I think also that a shoe with
too stiff shank is likely to lead to trouble. A thoroughly
good shoe should have not only the proper shape but
the proper amount of support and resistance in sole
and leather.
The most common practical difficulty met in fitting

the nurses is the binding of the vamp seam over the
front of the top of the foot. This pulls down on the
arch at the end of each step and tends to break down
the arch. It is almost impossible to get a ready or

custom made shoe on the present styles of last that will
not do this.
Finally, shoes seem to have a certain individuality.

Two pairs may be made on the same last and one pair
will be perfectly comfortable while the other pair cannot
be worn.
Dr. E. G. Brackett: One of the most encouraging

signs at present is that the necessity of urging the proper
shoes is almost a thing of the past. We have no longer
the task of insisting that patients should choose the
proper footwear, but rather to instruct them as to what
this proper footwear is. In the attempts to find proper
shoes, and at the same time to satisfy time-bound con-
ventionalities, a great deal of stress has been laid on the
straight inside line, and the idea seems to be firmly
rooted that this straight inside line, no matter how
obtained, is the chief essential. This inside straight
line of the shoe may be fallacious, and is so when it is
obtained at the expense of other lines of the foot. It
must be remembered that the lines which connect the
bearing surface of the foot are straight rather than
curved. The bearing parts of the foot are the heel and
the heads of the metatarsals, and the lines connecting
these points make practically a triangle, the inside
of which can be drawn from inside of heel to about
through the second toe, making what can be called a

midline of the foot. This line is parallel to the inside
border of the foot. The lines of the shoe should corre-
spond to these lines of the foot. If these lines of the
shoe are straight and the inside line of the shoe is paral-
lel to this straight inside line then they coincide with
those of the shoe, which may then have its natural
bearing. If, on the other hand, a straight inside line
is obtained by throwing in the fore part of the shoe,
until the retreating line of the pointed toe coincides
with the line of the back of the shoe it makes a practical
fallacy, for such an inside straight line is made by a

curved midline of the shoe, in which case the foot will
not assume its natural position, but cuts across the
shortest distance between its bearing points. We then
have the problem of making two ends of a straight line
parallel to the two ends of a curved line, which results
practically in the pushing to the outside of the great
toe.* See p. 560 of Journal. I
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